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Abstract: Human sex hormone-binding globulin (SHBG) is a glycoprotein produced by the liver
that binds sex steroids with high affinity and specificity. Clinical observations and reports in the
literature have suggested a negative correlation between circulating SHBG levels and markers of
non-alcoholic fatty liver disease (NAFLD) and insulin resistance. Decreased SHBG levels increase the
bioavailability of androgens, which in turn leads to progression of ovarian pathology, anovulation
and the phenotypic characteristics of polycystic ovarian syndrome (PCOS). This review will use a case
report to illustrate the inter-relationships between SHBG, NAFLD and PCOS. In particular, we will
review the evidence that low hepatic SHBG production may be a key step in the pathogenesis of
PCOS. Furthermore, there is emerging evidence that serum SHBG levels may be useful as a diagnostic
biomarker and therapeutic target for managing women with PCOS.
Keywords: adolescents; hepatic lipogenesis; human sex hormone-binding globulin; insulin resistance;
non-alcoholic fatty liver disease; polycystic ovary syndrome
1. Introduction
Polycystic ovary syndrome (PCOS) is a complex, common reproductive and endocrine disorder
affecting up to 10% of reproductive-aged women [1]. Common symptoms of PCOS include irregular
menstrual cycles (oligo-ovulation), hyperandrogenism, hirsutism with acne vulgaris and polycystic
ovaries [2]. In addition, women with PCOS are often affected by metabolic abnormalities, including
obesity, insulin resistance, dyslipidemia, systemic inflammation, non-alcoholic fatty liver disease
(NAFLD), and hypertension, as well as an increased risk for type 2 diabetes and cardiovascular
disease [3].
The complex and heterogeneous characters of PCOS give challenges in making the diagnosis.
Various diagnostic criteria for PCOS and its associated phenotypes have been published. Utilizing
the most widely accepted criteria [4–8], PCOS can be described in terms of four different phenotypes
(Figure 1). The phenotype which includes hyperandrogenism, menstrual irregularities/anovulation
and polycystic ovaries (HA + M + PCO) is considered to be the most severe form of PCOS which
significantly increases the risk for infertility and adverse pregnancy outcomes [9].
While the aetiology of PCOS remains unclear, it is likely to be multifactorial. No single cause has
been identified; however, multiple lines of evidence suggest a complex interplay between genetic and
environmental factors [10,11]. Currently, there is no single treatment for PCOS and in clinical practice
the therapeutic strategy is usually focused on individualised treatment to manage clinical symptoms
and reduce metabolic and cardiovascular risk [12].
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Figure 1. Diagnostic criteria and 4 main phenotypes of polycystic ovary syndrome (PCOS). 
*Hyperandrogenism: either testosterone above threshold and/or the presences of hirsutism or acne or 
androgenic alopecia. *Oligo-anovulation: eight or less ovulations per year. *Polycystic ovaries: 
ovarian volume > 10 mL and/or antral follicles number as defined above and less than 9 mm in size 
at least in one ovary.  
Women with PCOS may present with a number of reproductive, metabolic, psychological and 
anthropometric complications [13,14]. For example, ovarian dysfunction leads to anovulatory 
infertility. Furthermore, for those women who do become pregnant there is an increased risk of 
miscarriage, foetal complications and gestational diabetes [9,15–17]. 
Epidemiological studies indicate that the majority of PCOS begins during pubertal growth 
[18,19]. To prevent PCOS associated comorbidities and complications, it is important to develop an 
approach that targets the mechanisms behind PCOS at its earliest stages, e.g., in adolescents. 
2. PCOS Diagnosis 
2.1. A Case Report 
A 19-year-old girl presents with a history of irregular menses for 4 years. She had undergone 
puberty that was normal in both timing and development, with menarche at 12 years of age. At 16 
years of age, she started irregular menses with the cycle length varying between 20 and 60 days and 
bleeding for about 6 days. She reports feeling depressed about facial acne. Her weight is 80 kg and 
height 1.75 m; body-mass index is 26.2. Physical examination confirms no hirsutism but she does 
have severe facial acne.  
Investigations show that her follicle-stimulating hormone (FSH) and luteinizing hormone (LH) 
levels are in the normal ranges with low levels of estradiol (OEST2) and progesterone. Total 
testosterone is 1.1 nmol/L (NR 0.6–2.5), dehydroepiandrosterone sulfate (DHEAS) 5.1 umol/L (NR 
3.3–12), and androstenedione 7.7 nmol/L (NR 4.9–14). The calculated free testosterone 33.6 pmol/L 
(NR 3.5–46.0) level is in the normal range but the serum SHBG concentration is only 8 nmol/L (NR 
20-118). Her fasting plasma glucose is 4.9 mmol/L, HbA1c 5.1%, and fasting insulin level is raised at 
35 mU/L (NR < 10). The lipid profile is normal but liver function tests are raised: serum ALT 58 U/L 
(NR < 30) and abdominal ultrasound shows a pattern of diffuse fatty infiltration of the liver. 
Fig re 1. Diagnostic criteria and 4 main phenotypes of olycystic ovary syndrome (PCOS).
* yperandrogenis : either testosterone above threshold and/or the presences of hirsutis or acne or
androgenic alopecia. *Oligo-anovulation: eight or less ovulations per year. *Polycystic ovaries: ovarian
volume > 10 mL and/or antral follicles number as defined above and less than 9 mm in size at least in
one ovary.
Women with PCOS may present with a number of reproductive, metabolic, psychological and
anthropometric complications [13,14]. For example, ovarian dysfunction leads to anovulatory infertility.
Furthermore, for those women who do become pregnant there is an increased risk of miscarriage,
foetal complications and gestational diabetes [9,15–17].
Epidemiological studies indicate that the majority of PCOS begins during pubertal growth [18,19].
To prevent PCOS associated comorbidities and complications, it is important to develop an approach
that targets the mechanisms behind PCOS at its earliest stages, e.g., in adolescents.
2. PCOS Diagnosis
2.1. A Case Report
A 19-year-old girl presents with a history of irregular menses for 4 years. She had undergone
puberty that was normal in both timing and development, with menarche at 12 years of age. At 16 years
of age, she started irregular menses with the cycle length varying between 20 and 60 days and bleeding
for about 6 days. She reports feeling depressed about facial acne. Her weight is 80 kg and height
1.75 m; body-mass index is 26.2. Physical examination confirms no hirsutism but she does have severe
facial acne.
Investigations show that her follicle-stimulating hormone (FSH) and luteinizing hormone (LH)
levels are in the normal ranges with low levels of estradiol (OEST2) and progesterone. Total testosterone
is 1.1 nmol/L (NR 0.6–2.5), dehydroepiandrosterone sulfate (DHEAS) 5.1 umol/L (NR 3.3–12),
and androstenedione 7.7 nmol/L (NR 4.9–14). The calculated free testosterone 33.6 pmol/L (NR 3.5–46.0)
level is in the normal range but the serum SHBG concentration is only 8 nmol/L (NR 20-118). Her fasting
plasma glucose is 4.9 mmol/L, HbA1c 5.1%, and fasting insulin level is raised at 35 mU/L (NR < 10).
The lipid profile is normal but liver function tests are raised: serum ALT 58 U/L (NR < 30) and
abdominal ultrasound shows a pattern of diffuse fatty infiltration of the liver.
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In addition, the ovarian morphology was unremarkable on ultrasound but an accurate antral
follicle count could not be defined (a transvaginal scan was declined by the patient).
The diagnosis of PCOS in this woman is supported by the history of irregular menses with a
raised BMI and evidence of acne vulgaris. Facial acne is often a complication of androgen excess but
her androgen levels were within the normal range. However, her SHBG level was very low, thereby
increasing androgen activity which may adversely affect her skin. Investigations also revealed this
young woman had evidence of NAFLD and insulin resistance (as shown indirectly by the compensatory
hyperinsulinaemia).
The history of irregular menstruation would indicate ovarian dysfunction but in this young
woman there was neither biochemical hyperandrogenism nor polycystic ovary morphology (PCOM)
on ultrasound at this stage.
A recent clinical study recommended more simplified criteria for making a diagnosis of PCOS,
based on testosterone as a single marker of hyperandrogenaemia alongside the key symptoms of
oligomenorrhoea and hyperandrogenism as defined by either testosterone levels above a threshold
and/or the presences of hirsutism [20].
Thus, a reasonable question raised by this case history is whether she should have a PCOS
diagnosis? If yes, how do we prevent progression from early stages to the more classic and severe
phenotype (HA + M + PCO)?
2.2. Clinical Features and Biochemical Assessments of PCOS Adolescents
Although PCOS often impacts fertility, the most common manifestations in teenagers include
menstrual disturbances related to ovarian dysfunction and dermatological complaints such as hirsutism
and acne. The criteria for PCOS diagnosis can be problematic when applied to younger women [18,21].
For example, the polycystic ovary is characterized by an excessive number of small antral follicles
but this appearance is common in normal adolescents. Polycystic ovary morphology (PCOM) is best
identified and evaluated using more invasive imaging techniques but this may not be acceptable in
younger patients.
Thus, a diagnosis of PCOS in teenagers is often based on clinical manifestations and biochemical
evidence of hyperandrogenemia. The diagnosis may be overlooked if total-testosterone and
androstenedione levels are normal.
Manifestations of hyperandrogenemia are often related to low levels of SHBG. A meta-analysis of
16 independent studies showed that serum SHBG levels are decreased in young women with PCOS,
especially obese adolescents [22]. Another study evaluated 106 young women with PCOS and found
low levels of SHBG associated with low levels of HDL-Cholesterol but independent of obesity [23].
The progression of PCOS features from adolescence to early adulthood is poorly documented
because of the paucity of cohort studies with long-term follow-up. One clinical study suggested
that girls presenting with menstrual irregularity and acne at 16 years of age, with or without
hyperandrogenism, were more likely to suffer from PCOS and infertility problems 10 years later than
were non-symptomatic teenagers [24]. In addition, the endocrine and reproductive abnormalities place
these young women at high risks for infertility, type 2 diabetes and cardiovascular disease. Thus,
advances in understanding the pathogenesis of PCOS, e.g., the role of SHBG in the early development
of this syndrome, may help clinicians to detect PCOS tendencies and intervene earlier to improve
metabolic and reproductive outcomes.
3. Pathophysiological Factors that Regulate SHBG Production
3.1. The Biochemistry and Endocrinology of SHBG
SHBG is a 90–100 KDa homodimeric glycoprotein with two identical peptide chains that is encoded
by a single gene on the short arm of chromosome 17 [25]. Circulating SHBG is produced primarily by
hepatocytes, however, the gene is also expressed in the brain, uterus, breast, ovary, placenta, prostate
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and testis [26,27]. SHBG binds and transports testosterone, estradiol and other sex steroids in the
plasma, reduces their metabolic clearance rate and affects their bioavailability [28]. SHBG exhibits
high affinity for testosterone and a low affinity for estradiol. The relative binding affinity of various
sex steroids for SHBG is dihydrotestosterone (DHT) > testosterone > androstenediol > estradiol >
estrone [28].
The free active testosterone concentrations in plasma are very much influenced by SHBG
concentrations because only 1–2% of testosterone in the circulation is free (unbound) and active; 65% is
bound to SHBG and the rest is bound to albumin [28]. Therefore, women with low SHBG can have
normal total testosterone levels but elevated bioavailable- and free-testosterone levels (see Table 1,
adapted from [29]).
Table 1. Effects of sex hormone binding globulin concentration on bioavailable and free testosterone.
Patient 1 Patient 2 Reference Range
Total testosterone 50.4 48.9 11–56 ng/dL
SHBG 25.1 186.0 30–135 nmol/L
Bioavailable testosterone 26.0 5.8 4.1–22.6 ng/dL
Free testosterone 10.2 2.3 1.3–9.2 ng/mL
Patient 1 is a woman with insulin resistance; patient 2 is on treatment with oral contraceptives. Even though
both patients have similar and normal total testosterone concentrations, patient 1 has higher bioavailable and free
testosterone, while patient 2 has normal bioavailable and free testosterone.
3.2. SHBG Expression and Production
SHBG is present in the fetal circulation and in cord blood where levels are similar in males and
females [30]. Some cross-sectional studies indicate that SHBG levels rise substantially from birth to
early childhood and then decline at puberty, more so in boys than in girls, probably due to androgens
which are known to suppress SHBG levels [31].
SHBG levels in adulthood are higher in women than in men, which is probably due to estradiol since
contraceptive therapy increases SHBG concentrations [32]. A longitudinal study of the premenopausal
transition showed that SHBG significantly decreased in women during the menopause, which in turn
correlates negatively with BMI and bone mineral density [33].
Because circulating SHBG is mainly secreted by the liver, better understanding of SHBG expression
in the liver may open up new diagnostic and therapeutic approaches. Hepatocytes are the primary site
for synthesis of SHBG [25]. Experimental studies using a human hepatoma cell line (HepG2) showed
that SHBG expression is negatively affected by monosaccharides (glucose or fructose), insulin and
androgens [34–36]. In contrast, thyroid and estrogenic hormones and the phytoestrogens increase
SHBG production by up-regulating the expression of hepatocyte nuclear factor 4 alpha (HNF-4α)
which plays a critical role in controlling the SHBG promoter activity [37,38]. HNF-4α is the most
significant transcription factor that activates SHBG expression in the liver by binding to the cis-element
DR1- and DR3-binding sites located upstream of the SHBG promoter [39]. The level of HNF-4α is
inversely related to lipogenesis in the liver. Hyperinsulinemia inhibits HNF-4α expression and reduces
the synthesis and production of SHBG in the liver [40].
3.3. SHBG and Insulin Resistance
SHBG is not only a binding protein for testosterone, estradiol and other sex hormones, it also
functions as a hormone or signal transduction factor itself. In vitro studies using cellular models of
human insulin resistance demonstrated that decreased expression of SHBG protein and mRNA levels,
along with decreased mRNA and protein levels of IRS-1, IRS-2, PI3Kp85a and GLUT-3 and GLUT-4,
indicate that SHBG may down-regulate the PI3K/AKT pathway involved in the development of local
and systemic insulin resistance [41].
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An in vivo animal study using SHBG transgenic mice compared with wild type mice found that
overexpression of SHBG protects against high fat diet (HFD) induced obesity and insulin resistance,
as evidenced by lower glucose profiles during glucose tolerance tests and insulin tolerance tests [42].
Overexpression of SHBG also abrogated the increase in insulin, leptin and resistin levels, as well as the
reduction in adiponectin induced by HFD [42].
Clinical investigations in both boys and girls during puberty have shown that SHBG is a
strong predictor of insulin sensitivity and a decline in SHBG predicts the development of insulin
resistance [43,44]. The Study of Women’s Health Across the Nation (SWAN) revealed that increased
liver fat and decreased SHBG associated with increased metabolic risk in midlife, while there was also
a negative association between SHBG and insulin among women with fatty livers [45].
SHBG regulates the bioactivity of sex hormones. Insulin resistance leads to hyperinsulinemia,
which in turn causes reproductive dysfunction by down-regulating SHBG production [46]. Furthermore,
therapies which reverse insulin resistance, for example, metformin, are associated with an increase in
SHBG concentrations in women with PCOS [47]. Accordingly, SHBG has emerged as a biomarker of
insulin resistance. However, the mechanism for this association remains unclear. In vitro studies using
hepatoma cell lines demonstrate that high concentrations of insulin inhibit SHBG production [48].
Also, in vivo inhibition of insulin secretion with diazoxide leads to increased SHBG concentrations,
suggesting that insulin inhibits hepatic synthesis of SHBG [49]. Taken together, these data imply
that low SHBG may be a consequence rather than a cause of insulin resistance. An unsupervised
phenotypic clustering analysis using data from PCOS genome-wide association study has identified
two distinct PCOS subtypes: a “reproductive” group that presents higher SHBG levels with relatively
low BMI and insulin levels, and a “metabolic” group that is characterized by higher BMI, glucose,
and insulin levels with lower SHBG levels [50]. This finding highlights that PCOS is a heterogeneous
reproductive disorder with different underlying biological mechanisms. The metabolic phenotype
(non-reproductive group) with insulin resistance and low SHBG levels is at a high risk for infertility.
Insulin resistance is a condition in which the cellular responses to a given ambient insulin
concentration are decreased relative to a normal control [51]. Insulin resistance has diverse
manifestations in different tissues, mainly, skeletal muscle, liver, and white adipose tissue.
Hepatic insulin resistance exacerbates hepatocellular effects on de novo lipogenesis (DNL) through
transcriptional upregulation of several genes of DNL, including sterol regulatory element binding
protein 1c (SREBP-1c), which promotes DNL by enhancing the transcription of several lipogenic
enzymes, notably adenosine triphosphate citrate lyase (ACL), acetyl-CoA carboxylase 1 (ACC1),
fatty acid synthase (FAS), and stearoyl-CoA desaturase (SCD1) [52].
The increased hepatic lipogenesis in insulin resistant states inhibits the expression of HNF-4α,
thus down-regulating SHBG gene transcription and SHBG production [53]. A study using liver
samples from nondiabetic obese patients with NAFLD demonstrated that triglycerides accumulate
in the liver and insulin resistance (assessed by homeostatis model assessment, HOMA-IR) was
inversely related to SHBG mRNA and to HNF4 α mRNA as well as to circulating SHBG levels [54].
Furthermore, these mRNAs, as well as serum SHBG levels, were negatively correlated with hepatic
triglyceride content and ACC activity [54]. This may explain the molecular mechanism by which
hyperinsulinemia downregulates HNF-4α expression, thereby reducing hepatic SHBG production by
up-regulating ACC-lipogenesis.
Because insulin resistance is often accompanied by nutrient oversupply, high dietary intake of
monosaccharides can induce low serum SHBG levels through increasing hepatic lipogenesis [55]. It has
been shown that dietary fructose increases levels of the enzymes involved in DNL, even more strongly
than HFD, and that fructose metabolism stimulating DNL is a central abnormality in NAFLD [55,56].
In addition, peroxisome proliferator-activated receptor-γ (PPAR-γ) competes with HNF-4α for a
binding site (DR3) of the SHBG promoter [57], thus, PPAR-γ acts as an inhibitor of SHBG expression.
SHBG production can thus be increased by lowering the activity of PPAR-γ [57]. However, in a
clinical study of thiazolidinediones, PPAR-γ agonists, these drugs improved anovulation and hisutism
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associated with an increase in plasma SHBG levels in patients with PCOS [58]. This result however may
be attributed to improved insulin resistance and metabolic abnormalities, implying insulin resistance
is the causative factor for low SHBG.
Obesity and metabolic syndrome are associated with adipocyte insulin resistance which impairs
suppression of lipolysis, leading to ectopic lipid deposition in non-adipose tissues and resultant
“lipotoxicity” [59]. Adipose tissue insulin resistance increases lipolysis, which in turn releases
non-esterified fatty acids (NEFAs) and lipid intermediates which fuel gluconeogenesis and lipogenesis,
subsequently inhibiting HNF-4α and reducing SHBG production.
Excessive ectopic lipid accumulation also leads to local inflammation and worsening of insulin
resistance. In the liver, visceral adipose depots trigger adipocyte-hepatocyte crosstalk in a bidirectional
effect: inflammatory cytokines released from adipose fat, such as tumor necrosis factor-α (TNFα),
can impair hepatic insulin signaling and promote accumulation of intrahepatic triglyceride, leading to
inhibition of HNF-4α mRNA through activating nuclear factor-kB (NF-kB) [60]. In addition, the adipose
inflammatory cytokine interleukin-1β (IL-1β) can inhibit HNF-4α expression by activating the MEK-1/2
and JNK MAPK pathways [61].
Adiponectin increases HNF-4α and SHBG levels through AMPK activation [62]. Lower SHBG
levels are associated with lower adiponectin levels in patients with obesity and metabolic syndrome,
possibly by increasing hepatic lipogenesis thereby leading to downregulation of HNF-4α [62,63]. Thus,
adipose tissue insulin resistance associated with cellular inflammatory factors negatively affect hepatic
production of SHBG and accelerate metabolic and reproductive disorders, such as NAFLD/NASH,
PCOS and type 2 diabetes.
Conversely, in vitro studies using adipocytes and macrophages show that SHBG suppresses
inflammation and lipid accumulation in macrophages and adipocytes, which might be among the
mechanisms underlying the protective effect of SHBG, that is, its actions which reduce the incidence
of metabolic syndrome and its complications [64]. Insulin resistance with various factors negatively
regulating SHBG expression and production are summarized diagrammatically in Figure 2.
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acetyl-CoA carboxylase 1 (ACC1), fatty acid synthase (FAS), and stearoyl-CoA desaturase (SCD1).
(2) Obesity and insulin resistance increase adipose lipolysis to deliver NEFAs and lipid intermediates
to promote gluconeogenesis and lipogenesis, subsequently inhibiting HNF-4α and reducing SHB.
(3) Obesity with adipose insulin resistance increases pre-inflammatory cytokines: TNF-α downregulates
HNF-4α expression through NF-κB activation; IL-1βdecreases HNF-4α expression through the MEK-1/2
and JNK-MAPK pathways; adiponectin increases HNF-4α levels through AMPK activation. Reduction
of adiponectin increases hepatic lipogenesis and thereby leading to downregulation of HNF-4α.
(4) HNF-4α increases SHBG transcriptional activity by binding to the cis-elements DR1 and DR3 in
the SHBG promoter. (5) Enhanced DNL inhibits HNF-4α and stimulates PPAR-γ expression which
competes with HNF-4α for binding to DR3 and inhibits SHBG transcriptional activity, attenuating
SHBG expression and reduced SHBG secretion. Words or arrows in red color are used to emphasize
the key factors involved in insulin resistance mediated SHBG production.
4. SHBG: An Important Biomarker in Metabolic and Reproductive Disorders
4.1. SHBG and Metabolic Syndrome
Interest in SHBG has increased in recent years because lower circulating levels of SHBG are
inversely associated with obesity, insulin resistance (measured by HOMA-IR), metabolic syndrome,
type 2 diabetes, and gestational diabetes [65–67]. In addition, low SHBG is associated with a greater
coronary artery calcium score and increased risk for cardiovascular disease (CVD) in post-menopausal
women [68,69]. Reductions in SHBG may be attenuated by low GI diets with low sugar and high fibre
content among postmenopausal women [70]. The beneficial effects of SHBG on cardiovascular disease
events in men is so far unproven [71], however, data on 2563 community-dwelling men (35 to 80 years)
showed that elevated SHBG was associated with both a greater risk of CVD and an increased CVD
mortality among all men and men > 65 years [72].
4.2. SHBG and NAFLD
NAFLD is characterized by two clinical entities: simple steatosis and non-alcoholic steatohepatitis
(NASH), while simple steatosis accounts for 80–90% of cases of NAFLD [73]. Liver biopsy currently
remains the gold standard for the diagnosis of NASH but numerous non-invasive biomarkers, including
mild elevation of transaminases (AST, ALT and GGT) and/or ultrasound imaging are suggested as
first-line screening tools for defining steatosis in a selected population, e.g., people with metabolic
syndrome and PCOS [74–76].
Many lines of study have postulated that a reduction in SHBG levels in patients with metabolic
syndrome plays a role in the development of NAFLD, which is effectively the hepatic manifestation of
metabolic syndrome. Thus, SHBG is being viewed as a sensitive biomarker of NAFLD. Saéz-López et al.,
using SHBG-C57BL transgenic mice compared with wild control and ksJ-db/db mice, showed that
SHBG could play a role in arresting the progression of NAFLD by downregulating key lipogenic
enzymes in the liver, such as ACC and PPARγ, thus reducing lipogenesis [77,78]. These findings
suggest that SHBG might play an important role in preventing the development of NAFLD and that
SHBG levels could be used as a sensitive biomarker for identifying NAFLD.
In addition, enhancing SHBG expression may be a therapeutic strategy for the treatment of
NAFLD. A recent longitudinal cohort study examined associations of circulating SHBG, estrogens and
androgens with key histologic features of pediatric, biopsy-confirmed NAFLD and the results showed
that lower SHBG levels were inversely associated with steatosis severity in boys and girls, and with
portal inflammation in girls only [79], indicating that adipocyte-hepatocyte inflammatory crosstalk
may exist in women with NAFLD.
4.3. SHBG Levels in Adult Women with PCOS
A recent systematic review and meta-analysis of 59 registered clinical trials indicated a positive
correlation between metabolic syndrome and PCOS [80]. Interestingly, the meta-analysis found, in
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good and fair quality studies, that women with PCOS have had obesity related metabolic abnormalities
associated with significantly lower SHBG levels but not with indices of hyperandrogenism [81],
which highlights the possibility that decreased SHBG occurs prior to increased androgens in PCOS.
Furthermore, therapeutic intervention with metformin, myo-inositol and D-chiro-inositol in women
with PCOS increased serum levels of SHBG and were associated with improved ovarian function and
metabolism (reduction of BMI, HOMA-IR and LDL-C) [47,82]. Therefore, serum SHBG levels may
prove to be a useful biomarker for the diagnosis and treatment of PCOS [83].
4.4. SHBG Levels in PCOS Adolescents
With westernized lifestyles worldwide, obesity has greatly increased among teenagers and
children. Obesity impacts the development of girls during puberty and increases the risk of PCOS [84].
Clinical observation has showed that childhood obesity is the initial sign of insulin resistance and a
precursor of PCOS [85,86]. The relationship between obesity and PCOS is partly related to the negative
influence of obesity on SHBG synthesis and secretion, which in turn increases testosterone bioavailability.
The manifestations of PCOS often begin during adolescence [87], suggesting that puberty/adolescence
is a critical developmental stage during which the pathophysiology of PCOS unfolds.
However, because the physiological changes of normal puberty overlap with the findings of
PCOS, a diagnosis of PCOS in adolescents remains a controversial topic. Nonetheless, the degree of
pre-pubertal obesity increases the risk of developing PCOS. A population-based study of adolescent
girls (ages 15–19 years) suggested that the prevalence of PCOS (by NIH criteria) was approximately
3.85, 10.25, and 23.10% in overweight, moderately obese, and extremely obese girls, respectively [88].
Furthermore, the lower serum SHBG levels with metabolic syndrome have been identified as a risk of
PCOS in adolescents [84–86]. Therefore, SHBG levels could represent a useful and practical test to
screen young women for PCOS, in particular in adolescents.
5. Is SHBG a Link between NAFLD and PCOS?
5.1. The Role of SHBG and NAFLD in the Development of PCOS
Given the shared mechanisms underpinning the development of metabolic syndrome in both
PCOS and NAFLD, epidemiological data indicate a higher prevalence of NAFLD in women with PCOS
ranging from 34% to 70% compared with 14% to 34% in healthy women [89]. Thus, NAFLD can be
considered as a hepatic complication of PCOS [90]. A retrospective longitudinal cohort study utilizing
a large primary care database in the United Kingdom, evaluating NAFLD rates in 63,120 women
with PCOS and 121,064 age-, BMI-, and location-matched control women found a significantly high
prevalence of NAFLD in women with PCOS compared with the controls (p < 0.001) [91]. This large
clinical study has pointed out that androgen excess contributes to the development of NAFLD in
women with PCOS [91].
However, other clinical trials have shown that decreased serum concentrations of SHBG, but not
testosterone, are associated with the metabolic syndrome in overweight and obese women with
PCOS [81]. For example, a case-control study conducted in China showed that a high free androgen
index (calculated by total testosterone × 100/SHBG) is associated with an increased risk of NAFLD,
suggesting that low SHBG levels increase the risk of NAFLD in Chinese women with PCOS [92].
Other work has also reported that PCOS is more common among young women with biopsy-proven
NAFLD and decreased plasma SHBG levels, regardless of overweight/obesity status [93] but insulin
resistance and dyslipidaemia showed a reverse relationship with plasma levels of SHGB in women
with PCOS [94].
Although there is frequent co-existence of PCOS and NAFLD, it remains unclear if NAFLD causes
PCOS or if PCOS causes NAFLD or if the causative relationship is bidirectional.
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Given the growing prevalence of NAFLD associated with PCOS in young women [95], it is
important to clarify any causative relationship by further studying the molecular pathways by which
hepatic fat contributes to decreased SHBG production.
5.2. Low SHBG Levels May Lead to Ovarian Dysfunction and PCOS
That low SHBG levels are often associated with fatty liver disease and hyperinsulineamia in
adolescents with mild PCOS may reflect a novel hepato-ovarian axis [96]: reduction of hepatic SHBG
synthesis in NAFLD causes increased androgen bioavailability as the initial stage of PCOS, but persistent
increases in free androgen in the blood stream eventually causes ovarian dysfunction with excess
secretion of androgens (hyperandrogenism). Thus, distinct states of “hepatic hyperandrogenism”,
and “ovarian hyperandrogenism” may be described.
The mechanism by which hepatic hyperandrogenism links to ovarian hyperandrogenism may
involve disrupting the negative feedback regulation in the hypothalamic–pituitary–ovarian axis [96].
Persistently increased circulating free androgen concentrations due to low SHBG can reduce the
hypothalamus sensitivity to LH pulses, leading in turn to the excessive release of gonadotropin-releasing
hormone which stimulates the pituitary gland to enable LH release.
Adolescents with mild PCOS present with increased GnRH and LH pulse frequency and amplitude,
as well as an increased LH to FSH ratio (>3:1) but this is not part of the diagnostic criteria [97].
This increase is exaggerated in girls with a predisposition to PCOS, which further amplifies androgen
production by ovarian theca cells, thus leading to ovarian hyperandrogenism. Reduced hepatic SHBG
levels in NAFLD may trigger a cascade of excessive androgen production in adolescents, resulting in
the development of PCOS.
In addition, liver dysfunction in NAFLD may affect sex steroid metabolism to worsen the
hyperandrogenism. Fatty liver disease with decreased SHBG levels may play a causative role in the
development of PCOS in adolescents.
Several studies have also demonstrated that insulin resistance may directly induce ovarian
dysfunction, leading to hyperandrogenism and ovarian lesion in PCOS [98]. Hyperinsulinemia
associated with obesity and increased proinflammatory cytokines can also lead to apoptosis of ovarian
granulosa cells and occlusion of follicles [99], resulting in anovulation and infertility.
Experimental studies also show that proinflammatory cytokines are capable of stimulating
proliferation of androgen producing theca cells to promote hyperandrogenism [100,101] through
upregulating CYP17 (the ovarian steroidogenic enzyme responsible for androgen production) which
can be normalized by naturally occurring anti-inflammatory agents [102,103].
It can be postulated that increased hepatic lipogenesis inhibits hepatic SHBG synthesis, which in
turn leads to relative and absolute hyperandrogenemia and ovarian dysfunction in PCOS (Figure 3).
Conversely, a low carbohydrate diet, insulin sensitizer, and phytoestrogens can all enhance SHBG
production through reduction of hepatic lipogenesis and improving fatty liver to prevent progression
of ovarian pathology and restore reproductive function [47,70,102–105].
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Figure 3. Schematic representation of the putative mechanisms linking low SHBG with the development
NAFLD and PCOS. Increased hepatic de no lipogenesis inhibits SHBG synthesis through downregulating
HNF-4α, leading to increasing androgen bioavailability and disrupting negative feedback relationship
of hypothalamic–pituitary–ovarian axis, subsequently resulting in higher levels of LH and lower levels
of FSH in most women with PCOS. Higher LH levels seem to cause hyperandrogenemia by exuberating
androgens secretion from follicular theca cells, whereas lower FSH levels lead to anovulation. System
insulin resistance associated with inflammatory cytokines directly induces granulosa cells apoptosis,
leading to arrested follicular maturation, contribute to anovulation and multiple cystic follicles (CF)
formation in PCOS.
5.3. SHBG: An Emerging Biomarker with Potential Utility in Detection, Surveillance and Treatment of PCOS
PCOS is complex with reproductive and metabolic features and ~75% of adult women with PCOS
present with infertility [106]. A prospective cohort study suggests that women with PCOS, particularly
the phenotype with HA + M + PCO, have a significantly increased risk for adverse pregnancy and
neonatal outcomes including miscarriages, gestational diabetes, pre-eclampsia, and reduced weight
babies [9].
The majority of PCOS pathology begins in adolescence. A clinical study suggests that girls
presenting with menstrual irregularity and acne, with or without hyperandrogenism at 16 years,
were more likely to suffer from PCOS and fertility problems at age 26 years than the non-symptomatic
girls [24]. Therefore, therapeutic interventions at the earliest stage of onset (e.g., at age 16) may reverse
the pathology of the disease and prevent fertility problems 10 years later. However, a diagnosis of
PCOS based on the Rotterdam criteria often does not apply among younger women [21].
In clinical practice, SHBG is a sex steroid. Because the bioactivity of androgens is determined by
the free-testosterone, SHBG levels are important in the evaluation of hyperandrogenism. However,
SHBG is not yet an established component of PCOS diagnostic criteria. As in the case described,
a low plasma SHBG is often the only abnormal parameter of the androgen panel tests in teenage
girls with menstrual irregularity and acne; SHBG reduction may be an early manifestation of PCOS,
prior to an overt phenotype emerging. One the other hand, the role of SHBG in the evaluation
of adult PCOS may be less important because adult women with or without PCOS often take the
combined oral contraceptives (COCs) either for pregnancy prevention or for menstrual regularity
and hyperandrogenism.
COCs have been used for many years as a first line treatment to reduce the manifestations of
androgen excess and regulating menstrual cycles in women with PCOS [106]. It has been reported that
COC containing of 30 µg ethynilestradiol and 3 mg drospirenone for six months significantly increased
plasma SHBG from 37.31 nmol/L to 179.01 nmol/L, with an average increase of 141.7 nmol/L (p = 0.002)
but COC use has also been associated with impaired fasting glucose, insulin resistance and increased
risk of thromboembolism disease [107,108].
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6. Conclusions
This review has discussed the inter-relationships of SHBG, NAFLD and PCOS and the associated
molecular mechanisms. A low SHBG level may be only abnormal biochemical test in teenage girls
presenting with menstrual irregularity and acne, who may later develop one or other of the diagnostic
phenotypes of PCOS. More clinical studies are needed to assess the usefulness of SHBG as a biomarker
for identifying young women who may later develop PCOS.
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JNK JNK c-Jun N-terminal kinase
MAPK Mitogen-activated protein kinases
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NEFAs Non-esterified fatty acids
NF-kB Nuclear factor-kB
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References
1. Wolf, W.M.; Wattick, R.A.; Kinkade, O.N.; Olfert, M.D. Geographical Prevalence of Polycystic Ovary
Syndrome as Determined by Region and Race/Ethnicity. Int. J. Environ. Res. Public Health 2018, 15, 25892.
[CrossRef] [PubMed]
2. Bozdag, G.; Mumusoglu, S.; Zengin, D.; Karabulut, E.; Yildiz, B.O. The prevalence and phenotypic features
of polycystic ovary syndrome: A systematic review and meta-analysis. Hum. Reprod. 2016, 31, 2841–2855.
[CrossRef] [PubMed]
3. Anagnostis, P.; Tarlatzis, B.C.; Kauffman, R.P. Polycystic ovarian syndrome (PCOS): Long-term metabolic
consequences. Metabolism 2018, 86, 33–43. [CrossRef] [PubMed]
4. Zawadsky, J.; Dunaif, A. Diagnostic criteria for polycystic ovary syndrome. In Polycystic Ovary Syndrome;
Dunaif, A., Givens, J.R., Haseltine, F.P., Merriam, G.R., Eds.; Blackwell Science: Boston, MA, USA, 1992;
pp. 377–384.
5. Carmina, E. Diagnosis of polycystic ovary syndrome: From NIH criteria to ESHRE-ASRM guidelines.
Minerva Ginecol. 2004, 56, 1–6. [PubMed]
6. Azziz, R.; Carmina, E.; Dewailly, D.; Diamanti-Kandarakis, E.; Escobar-Morreale, H.F.; Futterweit, W.;
Janssen, O.E.; Legro, R.S.; Norman, R.J.; Taylor, A.E.; et al. The Androgen Excess and PCOS Society criteria
for the polycystic ovary syndrome: The complete task force report. Fertil. Steril. 2009, 91, 456–488. [CrossRef]
7. Johnson, T.; Kaplan, L.; Ouyang, P.; Rizza, R.; Health, N.I.O. Evidence-Based Methodology Workshop on Polycystic
Ovary Syndrome; National Institutes of Health: Bethesda, MD, USA, 2012; pp. 1–14.
8. Teede, H.J.; Misso, M.L.; Costello, M.F.; Dokras, A.; Laven, J.; Moran, L.; Piltonen, T.; Norman, R.J.;
International PCOS Network. Recommendations from the international evidence-based guideline for the
assessment and management of polycystic ovary syndrome. Hum. Reprod. 2018, 33, 1602–1618. [CrossRef]
9. Foroozanfard, F.; Asemi, Z.; Bazarganipour, F.; Taghavi, S.A.; Allan, H.; Aramesh, S. Comparing pregnancy,
childbirth, and neonatal outcomes in women with different phenotypes of polycystic ovary syndrome and
healthy women: A prospective cohort study. Gynecol. Endocrinol. 2020, 36, 61–65. [CrossRef]
10. Khan, M.J.; Ullah, A.; Basit, S. Genetic Basis of Polycystic Ovary Syndrome (PCOS): Current Perspectives.
Appl. Clin. Genet. 2019, 12, 249–260. [CrossRef]
11. de Graaff, E.C.; Wijs, L.A.; Leemaqz, S.; Dekker, G.A. Risk factors for stillbirth in a socio-economically
disadvantaged urban Australian population. J. Matern-Fetal Neonatal Med. 2017, 30, 17–22. [CrossRef]
12. Bednarska, S.; Siejka, A. The pathogenesis and treatment of polycystic ovary syndrome: What's new?
Adv. Clin. Exp. Med. 2017, 26, 359–367. [CrossRef]
13. Teede, H.; Deeks, A.; Moran, L. Polycystic ovary syndrome: A complex condition with psychological,
reproductive and metabolic manifestations that impacts on health across the lifespan. BMC Med. 2010, 8, 41.
[CrossRef]
14. Gilbert, E.W.; Tay, C.T.; Hiam, D.S.; Teede, H.J.; Moran, L.J. Comorbidities and complications of polycystic
ovary syndrome: An overview of systematic reviews. Clin. Endocrinol. 2018, 89, 683–699. [CrossRef]
15. Palomba, S.; de Wilde, M.A.; Falbo, A.; Koster, M.P.; La Sala, G.B.; Fauser, B.C. Pregnancy complications in
women with polycystic ovary syndrome. Hum. Reprod. Update 2015, 21, 575–592. [CrossRef] [PubMed]
16. Toulis, K.A.; Goulis, D.G.; Kolibianakis, E.M.; Venetis, C.A.; Tarlatzis, B.C.; Papadimas, I. Risk of gestational
diabetes mellitus in women with polycystic ovary syndrome: A systematic review and a meta-analysis.
Fertil Steril. 2009, 92, 667–677. [CrossRef]
17. Ashrafi, M.; Sheikhan, F.; Arabipoor, A.; Rouhana, N.; Hosseini, R.; Zolfaghari, Z. Gestational Diabetes Mellitus
and Metabolic Disorder Among the Different Phenotypes of Polycystic Ovary Syndrome. Oman Med. J. 2017,
32, 214–220. [CrossRef]
18. Rosenfield, R.L. The Diagnosis of Polycystic Ovary Syndrome in Adolescents. Pediatrics 2015, 136, 1154–1165.
[CrossRef] [PubMed]
19. Sawyer, S.M.; Afifi, R.A.; Bearinger, L.H.; Blakemore, S.J.; Dick, B.; Ezeh, A.C.; Patton, G.C. Adolescence:
A foundation for future health. Lancet 2012, 379, 1630–1640. [CrossRef]
Int. J. Mol. Sci. 2020, 21, 8191 13 of 17
20. Indran, I.R.; Huang, Z.; Khin, L.W.; Chan, J.K.Y.; Viardot-Foucault, V.; Yong, E.L. Simplified 4-item criteria
for polycystic ovary syndrome: A bridge too far? Clin. Endocrinol. 2018, 89, 202–211. [CrossRef]
21. Milczarek, M.; Kucharska, A.; Borowiec, A. Difficulties in diagnostics of polycystic ovary syndrome in
adolescents - a preliminary study. Pediatr. Endocrinol. Diabetes Metab. 2019, 25, 122–126. [CrossRef]
22. Li, L.; Feng, Q.; Ye, M.; He, Y.; Yao, A.; Shi, K. Metabolic effect of obesity on polycystic ovary syndrome in
adolescents: A meta-analysis. J. Obstet. Gynaecol. 2017, 37, 1036–1047. [CrossRef]
23. Chen, M.J.; Yang, W.S.; Yang, J.H.; Hsiao, C.K.; Yang, Y.S.; Ho, H.N. Low sex hormone-binding globulin is
associated with low high-density lipoprotein cholesterol and metabolic syndrome in women with PCOS.
Hum. Reprod. 2006, 21, 2266–2271. [CrossRef]
24. West, S.; Lashen, H.; Bloigu, A.; Franks, S.; Puukka, K.; Ruokonen, A.; Järvelin, M.R.; Tapanainen, J.S.;
Morin-Papunen, L. Irregular menstruation and hyperandrogenaemia in adolescence are associated with
polycystic ovary syndrome and infertility in later life: Northern Finland Birth Cohort 1986 study. Hum. Reprod.
2014, 29, 2339–2351. [CrossRef] [PubMed]
25. Hammond, G.L.; Bocchinfuso, W.P. Sex hormone-binding globulin: Gene organization and structure/function
analyses. Horm. Res. 1996, 45, 197–201. [CrossRef]
26. Lee, I.R.; Dawson, S.A.; Wetherall, J.D.; Hahnel, R. Sex hormone-binding globulin secretion by human
hepatocarcinoma cells is increased by both estrogens and androgens. J. Clin. Endocrinol. Metab. 1987, 64,
825–831. [CrossRef]
27. Hammond, G.L. Diverse roles for sex hormone-binding globulin in reproduction. Biol. Reprod. 2011, 85,
431–441. [CrossRef]
28. Dunn, J.F.; Nisula, B.C.; Rodbard, D. Transport of steroid hormones: Binding of 21 endogenous steroids to both
testosterone-binding globulin and corticosteroid-binding globulin in human plasma. J. Clin. Endocrinol. Metab.
1981, 53, 58–68. [CrossRef] [PubMed]
29. Karakas, S.E. New biomarkers for diagnosis and management of polycystic ovary syndrome. Clin. Chim.
Acta 2017, 471, 248–253. [CrossRef]
30. Elmlinger, M.W.; Kühnel, W.; Wormstall, H.; Döller, P.C. Reference intervals for testosterone, androstenedione
and SHBG levels in healthy females and males from birth until old age. Clin. Lab. 2005, 51, 625–632.
31. Garcés, C.; Oya, I.; Lasunción, M.A.; López-Simón, L.; Cano, B.; de Oya, M. Sex hormone-binding globulin
and lipid profile in pubertal children. Metabolism 2010, 59, 166–171. [CrossRef]
32. Murphy, A.; Cropp, C.S.; Smith, B.S.; Burkman, R.T.; Zacur, H.A. Effect of low-dose oral contraceptive on
gonadotropins, androgens, and sex hormone binding globulin in nonhirsute women. Fertil Steril. 1990, 53,
35–39. [CrossRef]
33. Rannevik, G.; Jeppsson, S.; Johnell, O.; Bjerre, B.; Laurell-Borulf, Y.; Svanberg, L. A longitudinal study of the
perimenopausal transition: Altered profiles of steroid and pituitary hormones, SHBG and bone mineral
density. Maturitas 1995, 21, 103–113. [CrossRef]
34. Selva, D.M.; Hogeveen, K.N.; Innis, S.M.; Hammond, G.L. Monosaccharide-induced lipogenesis regulates
the human hepatic sex hormone-binding globulin gene. J. Clin. Investig. 2007, 117, 3979–3987. [CrossRef]
35. Feng, C.; Jin, Z.; Sun, L.; Wang, X.; Chi, X.; Zhang, X.; Lian, S. Endogenous SHBG levels correlate with that of
glucose transporters in insulin resistance model cells. Mol. Biol. Rep. 2019, 46, 4953–4965. [CrossRef]
36. Loukovaara, M.; Carson, M.; Adlercreutz, H. Regulation of production and secretion of sex hormone-binding
globulin in HepG2 cell cultures by hormones and growth factors. J. Clin. Endocrinol. Metab. 1995, 80, 160–164.
37. Selva, D.M.; Hammond, G.L. Thyroid hormones act indirectly to increase sex hormone-binding globulin
production by liver via hepatocyte nuclear factor-4alpha. J. Mol. Endocrinol. 2009, 43, 19–27. [CrossRef]
38. Pugeat, M.; Nader, N.; Hogeveen, K.; Raverot, G.; Déchaud, H.; Grenot, C. Sex hormone-binding globulin
gene expression in the liver: Drugs and the metabolic syndrome. Mol. Cell Endocrinol. 2010, 316, 53–59.
[CrossRef]
39. Zhu, J.L.; Chen, Z.; Feng, W.J.; Long, S.L.; Mo, Z.C. Sex hormone-binding globulin and polycystic ovary
syndrome. Clin. Chim. Acta 2019, 499, 142–148. [CrossRef]
40. Xie, X.; Liao, H.; Dang, H.; Pang, W.; Guan, Y.; Wang, X.; Shyy, J.Y.; Zhu, Y.; Sladek, F.M. Down-regulation
of hepatic HNF4alpha gene expression during hyperinsulinemia via SREBPs. Mol. Endocrinol. 2009, 23,
434–443. [CrossRef]
Int. J. Mol. Sci. 2020, 21, 8191 14 of 17
41. Feng, C.; Jin, Z.; Chi, X.; Zhang, B.; Wang, X.; Sun, L.; Fan, J.; Sun, Q.; Zhang, X. SHBG expression is correlated
with PI3K/AKT pathway activity in a cellular model of human insulin resistance. Gynecol. Endocrinol. 2018,
34, 567–573. [CrossRef] [PubMed]
42. Saez-Lopez, C.; Villena, J.A.; Simó, R.; Selva, D.M. Sex hormone-binding globulin overexpression protects
against high fat diet induced obesity in transgenic male mice. J. Nutr. Biochem. 2020, 85, 108480. [CrossRef]
43. Sørensen, K.; Aksglaede, L.; Munch-Andersen, T.; Aachmann-Andersen, N.J.; Petersen, J.H.; Hilsted, L.;
Helge, J.W.; Juul, A. Sex hormone-binding globulin levels predict insulin sensitivity, disposition index,
and cardiovascular risk during puberty. Diabetes Care 2009, 32, 909–914. [CrossRef]
44. Le, S.; Xu, L.; Schumann, M.; Wu, N.; Törmäkangas, T.; Alén, M.; Cheng, S.; Wiklund, P. Does sex
hormone-binding globulin cause insulin resistance during pubertal growth? Endocr. Connect. 2019, 8,
510–517. [CrossRef]
45. Kavanagh, K.; Espeland, M.A.; Sutton-Tyrrell, K.; Barinas-Mitchell, E.; El Khoudary, S.R.; Wildman, R.P.
Liver fat and SHBG affect insulin resistance in midlife women: The Study of Women’s Health Across the
Nation (SWAN). Obesity 2013, 21, 1031–1038. [CrossRef]
46. Lin, X.F.; Wu, R.R.; Du, J.; Liao, Y.C.; Du, Y.; Ye, Y.; Wang, Y.; Zhang, X.B.; Wu, C.; Chen, A. Exploring the
significance of sex hormone-binding globulin examination in the treament of women with polycystic ovarian
syndrome (PCOS). Clin. Exp. Obstet. Gynecol. 2015, 42, 315–320.
47. Pasquali, R.; Gambineri, A.; Biscotti, D.; Vicennati, V.; Gagliardi, L.; Colitta, D.; Fiorini, S.; Cognigni, G.E.;
Filicori, M.; Morselli-Labate, A.M. Effect of long-term treatment with metformin added to hypocaloric diet
on body composition, fat distribution, and androgen and insulin levels in abdominally obese women with
and without the polycystic ovary syndrome. J. Clin. Endocrinol. Metab. 2000, 85, 2767–2774. [CrossRef]
48. Plymate, S.R.; Matej, L.A.; Jones, R.E.; Friedl, K.E. Inhibition of sex hormone-binding globulin production in
the human hepatoma (Hep G2) cell line by insulin and prolactin. J. Clin. Endocrinol. Metab. 1988, 67, 460–464.
[CrossRef]
49. Pasquali, R.; Casimirri, F.; De Iasio, R.; Mesini, P.; Boschi, S.; Chierici, R.; Flamia, R.; Biscotti, M.; Vicennati, V.
Insulin regulates testosterone and sex hormone-binding globulin concentrations in adult normal weight and
obese men. J. Clin. Endocrinol. Metab. 1995, 80, 654–658.
50. Dapas, M.; Lin, F.T.; Nadkarni, G.N.; Sisk, R.; Legro, R.S.; Urbanek, M.; Hayes, M.G.; Dunaif, A. Distinct
subtypes of polycystic ovary syndrome with novel genetic associations: An unsupervised, phenotypic
clustering analysis. PLoS Med. 2020, 17, e1003132. [CrossRef]
51. Petersen, M.C.; Shulman, G.I. Mechanisms of Insulin Action and Insulin Resistance. Physiol. Rev. 2018, 98,
2133–2223. [CrossRef]
52. Wang, Y.; Viscarra, J.; Kim, S.J.; Sul, H.S. Transcriptional regulation of hepatic lipogenesis. Nat. Rev. Mol.
Cell Biol. 2015, 16, 678–689. [CrossRef]
53. Winters, S.J.; Gogineni, J.; Karegar, M.; Scoggins, C.; Wunderlich, C.A.; Baumgartner, R.; Ghooray, D.T.
Sex hormone-binding globulin gene expression and insulin resistance. J. Clin. Endocrinol. Metab. 2014, 99,
E2780–E2788. [CrossRef] [PubMed]
54. Sáez-López, C.; Salcedo-Allende, M.T.; Hernandez, C.; Simó-Servat, O.; Simó, R.; Selva, D.M.
Sex Hormone-Binding Globulin Expression Correlates With Acetyl-Coenzyme A Carboxylase and Triglyceride
Content in Human Liver. J. Clin. Endocrinol. Metab. 2019, 104, 1500–1507. [CrossRef]
55. Softic, S.; Cohen, D.E.; Kahn, C.R. Role of Dietary Fructose and Hepatic De Novo Lipogenesis in Fatty Liver
Disease. Dig. Dis. Sci. 2016, 61, 1282–1293. [CrossRef]
56. Herman, M.A.; Samuel, V.T. The Sweet Path to Metabolic Demise: Fructose and Lipid Synthesis. Trends
Endocrinol. Metab. 2016, 27, 719–730. [CrossRef]
57. Selva, D.M.; Hammond, G.L. Peroxisome-proliferator receptor gamma represses hepatic sex hormone-binding
globulin expression. Endocrinology 2009, 150, 2183–2189. [CrossRef]
58. Azziz, R.; Ehrmann, D.; Legro, R.S.; Whitcomb, R.W.; Hanley, R.; Fereshetian, A.G.; O'Keefe, M.; Ghazzi, M.N.
Troglitazone improves ovulation and hirsutism in the polycystic ovary syndrome: A multicenter, double
blind, placebo-controlled trial. J. Clin. Endocrinol. Metab. 2001, 86, 1626–1632. [CrossRef]
59. Longo, M.; Zatterale, F.; Naderi, J.; Parrillo, L.; Formisano, P.; Raciti, G.A.; Beguinot, F.; Miele, C. Adipose
Tissue Dysfunction as Determinant of Obesity-Associated Metabolic Complications. Int. J. Mol. Sci. 2019, 20,
2358. [CrossRef]
Int. J. Mol. Sci. 2020, 21, 8191 15 of 17
60. Simó, R.; Barbosa-Desongles, A.; Sáez-Lopez, C.; Lecube, A.; Hernandez, C.; Selva, D.M. Molecular
Mechanism of TNFα-Induced Down-Regulation of SHBG Expression. Mol. Endocrinol. 2012, 26, 438–446.
[CrossRef]
61. Simó, R.; Barbosa-Desongles, A.; Hernandez, C.; Selva, D.M. IL1β down-regulation of sex hormone-binding
globulin production by decreasing HNF-4α via MEK-1/2 and JNK MAPK pathways. Mol. Endocrinol. 2012,
26, 1917–1927. [CrossRef]
62. Simó, R.; Saez-Lopez, C.; Lecube, A.; Hernandez, C.; Fort, J.M.; Selva, D.M. Adiponectin upregulates
SHBG production: Molecular mechanisms and potential implications. Endocrinology 2014, 155, 2820–2830.
[CrossRef]
63. Liu, C.C.; Huang, S.P.; Cheng, K.H.; Hsieh, T.J.; Huang, C.N.; Wang, C.J.; Yeh, H.C.; Tsai, C.C.; Bao, B.Y.;
Wu, W.J.; et al. Lower SHBG level is associated with higher leptin and lower adiponectin levels as well as
metabolic syndrome, independent of testosterone. Sci. Rep. 2017, 7, 2727. [CrossRef] [PubMed]
64. Yamazaki, H.; Kushiyama, A.; Sakoda, H.; Fujishiro, M.; Yamamotoya, T.; Nakatsu, Y.; Kikuchi, T.; Kaneko, S.;
Tanaka, H.; Asano, T. Protective Effect of Sex Hormone-Binding Globulin against Metabolic Syndrome:
In Vitro Evidence Showing Anti-Inflammatory and Lipolytic Effects on Adipocytes and Macrophages.
Mediators Inflamm. 2018, 2018, 3062319. [CrossRef] [PubMed]
65. Alinezhad, A.; Jafari, F. The relationship between components of metabolic syndrome and plasma level of
sex hormone-binding globulin. Eur. J. Transl. Myol. 2019, 29, 8196. [CrossRef]
66. Siddiqui, K.; Al-Rubeaan, K.; Nawaz, S.S.; Aburisheh, K.H.; Alaabdin, A.M.Z.; Tolba, I.A. Serum Sex
Hormone Binding Globulin (SHBG) Relation with Different Components of Metabolic Syndrome in Men
with Type 2 Diabetes. Horm. Metab. Res. 2018, 50, 138–144. [CrossRef]
67. Faal, S.; Abedi, P.; Jahanfar, S.; Ndeke, J.M.; Mohaghegh, Z.; Sharifipour, F.; Zahedian, M. Sex hormone binding
globulin for prediction of gestational diabetes mellitus in pre-conception and pregnancy: A systematic
review. Diabetes Res. Clin. Pract. 2019, 152, 39–52. [CrossRef]
68. Joffe, H.V.; Ridker, P.M.; Manson, J.E.; Cook, N.R.; Buring, J.E.; Rexrode, K.M. Sex hormone-binding globulin
and serum testosterone are inversely associated with C-reactive protein levels in postmenopausal women at
high risk for cardiovascular disease. Ann. Epidemiol. 2006, 16, 105–112. [CrossRef] [PubMed]
69. Subramanya, V.; Zhao, D.; Ouyang, P.; Ying, W.; Vaidya, D.; Ndumele, C.E.; Heckbert, S.R.; Budoff, M.J.;
Post, W.S.; Michos, E.D. Association of endogenous sex hormone levels with coronary artery calcium
progression among post-menopausal women in the Multi-Ethnic Study of Atherosclerosis (MESA).
J. Cardiovasc. Comput. Tomogr. 2019, 13, 41–47. [CrossRef] [PubMed]
70. Huang, M.; Liu, J.; Lin, X.; Goto, A.; Song, Y.; Tinker, L.F.; Chan, K.K.; Liu, S. Relationship between dietary
carbohydrates intake and circulating sex hormone-binding globulin levels in postmenopausal women.
J. Diabetes 2018, 10, 467–477. [CrossRef]
71. Ramachandran, S.; Hackett, G.I.; Strange, R.C. Sex Hormone Binding Globulin: A Review of its Interactions
With Testosterone and Age, and its Impact on Mortality in Men With Type 2 Diabetes. Sex. Med. Rev. 2019, 7,
669–678. [CrossRef]
72. Gyawali, P.; Martin, S.A.; Heilbronn, L.K.; Vincent, A.D.; Jenkins, A.J.; Januszewski, A.S.; Adams, R.J.T.;
O'Loughlin, P.D.; Wittert, G.A. Higher Serum Sex Hormone-Binding Globulin Levels Are Associated With
Incident Cardiovascular Disease in Men. J. Clin. Endocrinol. Metab. 2019, 104, 6301–6315. [CrossRef]
73. Papatheodoridi, M.; Cholongitas, E. Diagnosis of Non-alcoholic Fatty Liver Disease (NAFLD): Current
Concepts. Curr. Pharm. Des. 2018, 24, 4574–4586. [CrossRef]
74. Stefan, N.; Häring, H.U.; Cusi, K. Non-alcoholic fatty liver disease: Causes, diagnosis, cardiometabolic
consequences, and treatment strategies. Lancet Diabetes Endocrinol. 2019, 7, 313–324. [CrossRef]
75. Targher, G.; Rossini, M.; Lonardo, A. Evidence that non-alcoholic fatty liver disease and polycystic ovary
syndrome are associated by necessity rather than chance: A novel hepato-ovarian axis? Endocrine 2016, 51,
211–221. [CrossRef] [PubMed]
76. Rocha, A.L.L.; Faria, L.C.; Guimarães, T.C.M.; Moreira, G.V.; Cândido, A.L.; Couto, C.A.; Reis, F.M.
Non-alcoholic fatty liver disease in women with polycystic ovary syndrome: Systematic review and
meta-analysis. J. Endocrinol. Invest. 2017, 40, 1279–1288. [CrossRef] [PubMed]
77. Saez-Lopez, C.; Barbosa-Desongles, A.; Hernandez, C.; Dyer, R.A.; Innis, S.M.; Simó, R.; Selva, D.M.
Sex Hormone-Binding Globulin Reduction in Metabolic Disorders May Play a Role in NAFLD Development.
Endocrinology 2017, 158, 545–559. [PubMed]
Int. J. Mol. Sci. 2020, 21, 8191 16 of 17
78. Saéz-López, C.; Rivera-Giménez, M.; Hernández, C.; Simó, R.; Selva, D.M. SHBG-C57BL/ksJ-db/db: A New
Mouse Model to Study SHBG Expression and Regulation During Obesity Development. Endocrinology 2015,
156, 4571–4581. [CrossRef]
79. Mueller, N.T.; Liu, T.; Mitchel, E.B.; Yates, K.P.; Suzuki, A.; Behling, C.; Lavine, J.E. Sex Hormone Relations
to Histologic Severity of Pediatric Nonalcoholic Fatty Liver Disease. J. Clin. Endocrinol. Metab. 2020, 105,
dgaa574. [CrossRef] [PubMed]
80. Lim, S.S.; Kakoly, N.S.; Tan, J.W.J.; Fitzgerald, G.; Bahri Khomami, M.; Joham, A.E.; Cooray, S.D.; Misso, M.L.;
Norman, R.J.; Harrison, C.L.; et al. Metabolic syndrome in polycystic ovary syndrome: A systematic review,
meta-analysis and meta-regression. Obes. Rev. 2019, 20, 339–352. [CrossRef]
81. Moran, L.J.; Teede, H.J.; Noakes, M.; Clifton, P.M.; Norman, R.J.; Wittert, G.A. Sex hormone binding globulin,
but not testosterone, is associated with the metabolic syndrome in overweight and obese women with
polycystic ovary syndrome. J. Endocrinol. Invest. 2013, 36, 1004–1010.
82. Januszewski, M.; Issat, T.; Jakimiuk, A.A.; Santor-Zaczynska, M.; Jakimiuk, A.J. Metabolic and hormonal
effects of a combined Myo-inositol and d-chiro-inositol therapy on patients with polycystic ovary syndrome
(PCOS). Ginekol. Pol. 2019, 90, 7–10. [CrossRef]
83. Deswal, R.; Yadav, A.; Dang, A.S. Sex hormone binding globulin - an important biomarker for predicting
PCOS risk: A systematic review and meta-analysis. Syst. Biol. Reprod. Med. 2018, 64, 12–24. [CrossRef]
[PubMed]
84. Rosenfield, R.L. Clinical review: Identifying children at risk for polycystic ovary syndrome. J. Clin. Endocrinol.
Metab. 2007, 92, 787–796. [CrossRef]
85. Anderson, A.D.; Solorzano, C.M.; McCartney, C.R. Childhood obesity and its impact on the development of
adolescent PCOS. Semin. Reprod. Med. 2014, 32, 202–213. [CrossRef] [PubMed]
86. Littlejohn, E.E.; Weiss, R.E.; Deplewski, D.; Edidin, D.V.; Rosenfield, R. Intractable early childhood obesity as
the initial sign of insulin resistant hyperinsulinism and precursor of polycystic ovary syndrome. J. Pediatr.
Endocrinol. Metab. 2007, 20, 17315528. [CrossRef] [PubMed]
87. Christensen, S.B.; Black, M.H.; Smith, N.; Martinez, M.M.; Jacobsen, S.J.; Porter, A.H.; Koebnick, C. Prevalence
of polycystic ovary syndrome in adolescents. Fertil. Steril. 2013, 100, 470–477. [CrossRef] [PubMed]
88. Ates, S.; Aydın, S.; Ozcan, P.; Soyman, Z.; Gokmen Karasu, A.F.; Sevket, O. Clinical and metabolic
characteristics of Turkish adolescents with polycystic ovary syndrome. J. Obstet. Gynaecol. 2018, 38, 236–240.
[CrossRef] [PubMed]
89. Paschou, S.A.; Polyzos, S.A.; Anagnostis, P.; Goulis, D.G.; Kanaka-Gantenbein, C.; Lambrinoudaki, I.;
Georgopoulos, N.A.; Vryonidou, A. Nonalcoholic fatty liver disease in women with polycystic ovary
syndrome. Endocrine 2020, 67, 1–8. [CrossRef] [PubMed]
90. Chen, M.J.; Ho, H.N. Hepatic manifestations of women with polycystic ovary syndrome. Best Pract. Res.
Clin. Obstet. Gynaecol. 2016, 37, 119–128. [CrossRef] [PubMed]
91. Kumarendran, B.; O’Reilly, M.W.; Manolopoulos, K.N.; Toulis, K.A.; Gokhale, K.M.; Sitch, A.J.;
Wijeyaratne, C.N.; Coomarasamy, A.; Arlt, W.; Nirantharakumar, K. Polycystic ovary syndrome, androgen
excess, and the risk of nonalcoholic fatty liver disease in women: A longitudinal study based on a
United Kingdom primary care database. PLoS Med. 2018, 15, e1002542. [CrossRef]
92. Cai, J.; Wu, C.H.; Zhang, Y.; Wang, Y.Y.; Xu, W.D.; Lin, T.C.; Li, S.X.; Wang, L.H.; Zheng, J.; Sun, Y.; et al.
High-free androgen index is associated with increased risk of non-alcoholic fatty liver disease in women with
polycystic ovary syndrome, independent of obesity and insulin resistance. Int. J. Obes. 2017, 41, 1341–1347.
[CrossRef]
93. Setji, T.L.; Holland, N.D.; Sanders, L.L.; Pereira, K.C.; Diehl, A.M.; Brown, A.J. Nonalcoholic steatohepatitis
and nonalcoholic Fatty liver disease in young women with polycystic ovary syndrome. J. Clin. Endocrinol.
Metab. 2006, 91, 1741–1747. [CrossRef]
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